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Abstract 
Much research into men’s health issues argues that men are reluctant to seek help and attributes this to men’s enactment of 
hegemonic masculinity. This study explored how female partners negotiate men’s health and consequences for their own 
identities. Discourse analysis of interview data collected from female partners (n=16) shows that participants critiqued 
hegemonic masculinity as relating to men generally and constructed different identities for their own partners. In all cases 
however, participants identified women as overseers of men’s health. These findings demonstrate the need to examine identity 
consequences for all those concerned in negotiating men’s health issues.  
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1. Introduction 
Many previous studies of men’s health have reported that men experience higher rates of mortality and morbidity 
than do women. Commonly these gender differences in health outcomes are attributed to men’s reluctance to seek 
medical help at appropriate times. For example, women make greater use of health services and are more likely to 
report chronic illness whereas men frequently delay seeking help when experiencing symptoms of ill-health 
(Holroyd, 1997). Additionally, males are one of the groups who are least likely to seek help for mental health 
problems (Oliver, Pearson, Coe & Gunnell, 2005). Men’s delay in reporting relevant symptoms is likely to lead to 
interventions coming at a later stage than for women and to reduced possibilities of treatment success (Patten, Watt, 
Lewin & Standford, 2002) and poorer health outcomes.  
Increasingly, men’s delay in seeking help, and the health outcomes that result from delay, have been explained, 
not as failures to recognize and report symptoms appropriately, but rather as the effects of men’s attempts to enact a 
particular form of masculine identity. This identity, that of hegemonic masculinity (Connell, 2002; 2005), is 
associated with power and with stoicism in the face of adversity (McVittie & Willock, 2006). By contrast, 
suggestions of vulnerability to illness or seeking of help are commonly constructed as incompatible with hegemonic 
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masculinity and thus as essentially weak and unmasculine actions (McVittie, Cavers & Hepworth, 2005). This 
version of masculinity has been found useful in explaining men’s actions in relation to a diversity of forms of 
health-related actions. For example potentially health-damaging forms of behaviour such as excessive alcohol use 
can become viewed as exemplifying the hegemonic ideal, while men often resist suggestions of illness and are 
reluctant to seek help even in relation to conditions such as urogenital cancer, prostate cancer or coronary heart 
disease, conditions that are commonly recognized as predominantly affecting men. As a concept, then, hegemonic 
masculinity has provided a useful focus for much recent work on men’s health.  There are however two risks that 
have emerged from the widespread use of the concept as an explanatory resource that can applied across a diversity 
of contexts. First, as Connell and Messerschmidt (2005) note, there is a tendency for this one specific form of 
masculinity to be assumed to be ever-present, regardless of the specific context of health or ill-health that is under 
consideration. Second, gender identities are not isolated constructions but relational accomplishments. Although 
some work has considered whether wives sustain or challenge men’s negotiations of health and identities, little 
attention has been given to the implications of these constructions for female partners themselves. It is these two 
issues that provide the focus for the present paper which aims to examine the versions of masculinity that female 
partners propose and the effects of these constructions for the identities of female partners.  
2. Method 
The data come from 12 semi-structured interviews conducted with women aged 65 years and over, all married to 
husbands or having heterosexual partners of similar ages. People in this age group was selected for participation on 
the basis that issues of health, ill-health and attendant concerns were more likely to be salient for them than for 
younger people Recruitment was carried out via posters displayed in public centers (churches, leisure centers, or 
similar). Participants were interviewed either at home or at the center at which they were recruited. The interviews 
covered four topics, namely the participants’ health, their understandings of ill-health, family health issues and use 
of health services generally and were tape recorded with the participants’ consent and later transcribed using an 
abbreviated version of the full conversation analytic notation ( Jefferson, 2004). All data were made anonymous. 
For analysis, we selected from the interview transcripts all passages in which participants described men’s health 
actions in general or issues relating to their husbands’ or partners’ health. We conducted analysis using discourse 
analysis (McKinlay & McVittie, 2008), more specifically discourse analysis informed by the conversation analytic 
(Sacks, 1992) and discursive psychology (Potter, 2004) traditions. Applying this approach in the present study, all 
passages selected from the transcripts were subjected to fine-grained analysis. Initial stages of analysis examined the 
lexical features of the participants’ descriptions and on how these were organized to construct particular versions of 
health and related actions. Attention then turned to examination of the versions of identities that these descriptions 
proposed for the participants; husbands and partners. Finally, we examined the functions that the descriptions served 
for the participants and the identities that they made available for the participants themselves. 
3. Results
We start by considering two descriptions of men’s health and health actions generally. These extracts follow 
interview discussions of family health, support and responsibilities. In each case, the discussion has led the 
participant to compare women’s and men’s actions in relation to ill-health. 
 
Extract 1 
1 
2 
Joan I think more (.) more women do go to the doctor  (.) far more so than men because men think (.) 
you know (.) we’re big and strong (.) nothing is wrong [with us  
4 Int                                                                                    [um (.)  
5 
6 
Joan um (.) so I I hear lots of women saying that (.) you know (.) he just wouldn’t go to the doctor 
when he should have done and (.) >you know < (.) I think (.) that sort of thing 
 
Extract 2 
1 
2 
Betty I’ve heard a lot of women saying that their husbands won’t go to the doctor if there’s something 
wrong (.) maybe it’s a masculine thing (.) they think they’re too strong or something Ĺyou know 
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4 Int Yes 
5 
6 
7 
Betty but women tend to go to the doctor more often (.) if they think there’s something wrong you 
know (.) maybe not more often bu:t (.) easily (.) whereas me:n (.) don’t want to go the (.) doctor 
(.) I mean I’ve heard a lot of women saying that
9 Int you’ve heard that from your friends? 
10 
11 
Betty yes (.) mm hmm (.) it seems stupid to me (.) but a lot oh  >I’ll be able to cope with it< sort of 
thing you know 
 
A first point to note in both extracts is that Joan and Betty are describing the actions (or lack of actions) of men 
but that here is no reference in either extract to any individual man. In each extract the speaker explicitly contrasts 
men’s and women’s actions in relation to health. Joan in Extract 1 draws a contrast between men and women in the 
frequency with which they will ‘go the doctor’, whereas Betty in Extract 2 refers to the ease with which people will 
visit a doctor, stating that men do not ‘want to go the doctor’ in contrast to the actions of women ‘who tend to go to 
the doctor more often’. Taking action, or failing to do so, is thus constructed as a gendered response. .  
Moreover, a failure to respond to ill-health is constructed not only as gendered but also as inappropriate. Joan, in 
Extract 1 refers to an unspecified but generic man, stating that ‘he just wouldn’t go to the doctor when he should 
have done’. This description presents the failure to consult the doctor as being self-evidently inappropriate. In 
Extract 2, Betty at two points refers to ‘something wrong’. This description benefits from being vague, in that the 
suggested problem is left unspecified and thereby not open to challenge, but nonetheless portrays such events as 
providing an obvious basis for seeking help. That men fail to address what is ‘wrong’ thus becomes self-evidently 
inappropriate in contrast to the (appropriate) actions of women. Betty’s subsequent evaluation of men’s lack of 
action as ‘stupid’ provides an evaluative upshot of the behaviour that she has described. We should note also that 
both Joan and Betty offer explanations as to why men respond to ill-health as they do. Joan in Extract 1 provides a 
causal explanation for men’s actions in not going to the doctor, stating that ‘men think (.) you know (.) we’re big 
and strong (.) nothing is wrong with us’. We see a similar candidate explanation offered by Betty in Extract 2, where 
she states ‘maybe it’s a masculine thing (.) they think they’re too strong or something’. Here explicit references to 
strength, and Betty’s reference to masculinity, explicitly invoke and deploy features commonly associated a  form of 
masculinity that discourages the seeking of medical help when appropriate  
Of further interest here are the ways in which the participants frame these claims in that both Joan and Betty 
describe their claims as based upon knowledge that is commonly available to women. Thus, we see Joan in Extract 1 
stating that ‘I hear lots of women saying that’ and Betty in Extract 2 stating that she has ‘heard a lot of women 
saying that’. For Joan and Betty, presenting their descriptions in this way serves several functions. First, suggestions 
of consensus among women lends rhetorical weight to the claims that they make, indicating that these are not simply 
their own personal views. Second, such knowledge provides a basis upon which Joan and Betty can comment upon 
the experiences of a general group rather than limiting their descriptions to cases within personal knowledge. 
Finally, by adopting a footing of ‘animator’ (Goffman, 1979; 1981), Joan and Betty each take up a position of 
(merely) reporting views held by other women and so distance themselves from what is being proposed.  
All of these features mark out the topic as a sensitive one and suggest that the participants do not wish to be held 
personally accountable for the descriptions on offer. This in turn points to some potential trouble with the versions 
of identities that are proposed.  The suggested masculinity is constructed in terms of strength and stoicism, and is 
thereby potentially recognizable as exemplifying attributes of hegemonic masculinity, yet the interviewees do not 
treat it as being self-evidently relevant. Conversely, however, the speakers identify women generally as being more 
expert in assessing men’s health needs than men themselves, a claim that potentially might be difficult to warrant. It 
is for such reasons that the participants’ descriptions are rhetorically designed to attend to such challenges.  
These versions of, first masculinities, and second female partners’ identities, then are located within descriptions 
that relate to men’s actions in general but not those of any individual men. In the next two extracts, we see 
participants describing their own partners’ health and actions. Extract 3 and Extract 4 each follow a discussion of 
family health issues which has led the participant to introduce the topic of her partner’s health.  
 
Extract 3 
1 
2 
Helen I think also (.) >when you have children you kind of< (.)  if they fall over you think c'mon get up 
you (.) you know (.) haven't really hurt yourself (.) I think men are (.) yes I think they get up- 
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3 
4 
5 
upset quite often about (.) about things (.) small things (.) Eddie (.) he tends (.) to think about his 
health too much (.) you know (.) everything becomes much larger than it should be (.) I mean (.) 
“give it time” 
 
In Extract 3, we again see a description of gender-specific responses to circumstances of difficulty. In this case 
however, the suggestion is not that men fail to take action that is called for and necessary, but that men respond 
inappropriately to circumstances by taking action that is unnecessary and unwarranted.   
Helen develops this claim by referring, first to men in general and, second to her partner as a particular example. 
Her description of men in general compares the actions of men with those of children, beginning with an example of 
a problem that a child might experience such as ‘fall(ing) over. She immediately follows this by describing the 
appropriate response of a parent to such an occurrence, one of encouragement and acceptance that no serious harm 
has resulted, drawing upon the notion that parents are better qualified than children to recognize what is required at 
such times. Thereafter Helen turns to men’s actions, arguing that they get upset about ‘things and thereby suggesting 
that these concerns are not sufficiently noteworthy to be specified. She continues by reformulating this description 
to ‘small things’, a categorization that downgrades even further the importance of men’s concerns.  Here, the 
juxtaposition of this reformulation and her previous description suggests that men’s responses are analogous to those 
of children, in that both groups overreact to minor setbacks. This description is then used as a local context for 
Helen to describe her partner and his responses to health difficulties. Set against the background that she has 
provided, Helen constructs her partner as responding similarly to other men in overreacting to any difficulties that he 
might face. Her final upshot, ‘give it time’, moreover suggests that her partner responds too quickly to matters that 
can be resolved without intervention.  
In Extract 3, then, the suggestion is not that men delay seeking help when it would be appropriate to do so. 
Rather the claim here is that men in general, and Helen’s partner in particular, overestimate any health problems that 
they encounter and take action too quickly. This description, like those seen above, is marked out by a range of 
discursive features as being sensitive to a potentially problematic topic. For, the version of masculinity proposed 
here for her partner is somewhat removed from any suggestion of hegemonic masculinity and instead is 
characterized in negative terms as exemplifying lack of patience or perspective. Helen, by contrast, becomes 
identified as being more qualified than her partner to speak about his health, a claim proposed largely on the basis of 
her gender and her experiences of parenting. In the final extract below, we see Ann offer a similar description.  
 
Extract 4 
1 
2 
Ann I think most men are >I have to say< (.) I  think most men are (.) more prone to (.) speak about 
the little things (.) oh trivial things yes 
3 Int oh ok 
4 
5 
6 
7 
8 
9 
Ann I mean it's why women Ĺyou know (.)  I mean they always say that women can do about 2 or 3 
things at the one time but a man can only do one and (.) that is true (.)  there's no two ways about 
it (.) he'd say "oh I think I need to go to the doctor" and if he goes, and say the doctor says now if 
this doesn't clear up come back, and he's one of the only people who Ĺalways (.) who always 
goes back (laughs) "I'll have to go back cos this is not really working" you know (.) and I'll say 
“for goodness sake, give it a chance” 
 
Like Helen above, Ann in Extract 4 constructs men’s responses to health concerns as being inappropriate. Here 
she compares men’s (inappropriate) actions not with those of children, but instead with the implicitly more correct 
actions of women. Ann too argues that men overreact to unimportant events, stating that they are ‘more prone to (.) 
speak about the little things’, and minimizes the importance of such matters by downgrading them to ‘trivial things’. 
She continues by contrasting the abilities of women and men, in terms that are idiomatic and described as being 
‘true’. Her gendered identity constructions are thus treated as being evidently correct and established.  
What follows is a description of the hypothetical actions of an individual man, hearable as being her partner.  The 
initial interactions in this sequence, namely Ann’s partner’s expression of the need to visit a doctor and the doctor’s 
imagined response, receive little by way of evaluative comment. The subsequent parts of this scenario however are 
presented as highly exceptional and thus noteworthy.  By stating that her partner is ‘one of the only people who 
Ĺalways (.) who always goes back’, Ann presents his actions in doing so as being unusual. She explicitly discounts 
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the grounds for such action, arguing that any judgment on effectiveness is premature, thereby constructing her 
partner as someone whose actions are unjustified on the basis of experience. In contrast, she describes herself as 
someone who can recognize what responses are appropriate within particular contexts of health and as a person who 
is required to monitor the actions of her partner when necessary.  
4. Conclusions 
What these findings demonstrate are widely differing ways in which masculine identities can be constructed in 
relation to health issues. The present findings of course come from interviews conducted with female partners, rather 
than from everyday family contexts in which such matters are routinely played out. Nonetheless they point to 
variations in the identities on offer, consistent with the arguments of Connell and Messerschmidt (2005) and others 
that the relevance of one particular form of masculinity across health contexts cannot be assumed and that the 
identities in use need to be considered in a more situated way than has often been the case. 
It is interesting to note also the versions of masculine identities that the participants do provide. The version seen 
in Extracts 1 and 2, although familiar, is not treated as self-evidently reproducing the hegemonic ideal; it is instead 
proposed in terms that indicate it is potentially problematic and requires discursive work if it is to be accepted as 
relevant. Moreover, this identity is offered in generalized terms and is not attributed to any individual man or men. 
The second version of masculine identity, seen in Extracts 3 and 4, is a less familiar one indicating weakness and 
overreaction to health difficulties in such contexts. This identity is also offered in careful terms, but is ascribed to 
the participants’ partners as individuals. For the participants, then, this identity is proposed as having greater 
relevance to their everyday lives than the abstract hegemonic version.  
Although the constructions of masculinities being proposed vary considerably, it is equally interesting to note 
here that the consequences of both for identities of female partners are remarkably similar. Just as a reluctance to 
seek help can be presented as an inappropriate response, so too can an overreaction to health concerns be described 
as a matter of concern. In neither case are men described as paying considered attention to the health issues in 
question. In addition, these masculine identities can be viewed as intrinsically relational, in that they make available 
particular identities for those around them in a family context. For the effect of constructing men as being unable to 
respond as necessary to their own health needs is to position their female partners as monitors of men’s health, 
whether in advising them generally to take action or in certain cases not to take action that is premature or 
unwarranted. More research is required into the relational aspects of gender identities, masculine and feminine, 
across a range of health contexts if we are to move away from a singular focus on one abstracted form of identity.  
References 
Connell, R.W. (2002). Gender (2nd ed.).  Cambridge: Polity. 
Connell, R.W. (2005). Masculinities (2nd ed.). Cambridge: Polity. 
Connell, R.W., & Messerschmidt, J.W. (2005). Hegemonic masculinity: Rethinking the concept. Gender & Society, 19, 829-859. 
Goffman, E. (1979). Footing. Semiotica, 25, 1-29. 
Goffman, E. (1981). Forms of Talk. Oxford: Blackwell. 
Holroyd, G. (1997). Men’s health in perspective. In L. Jones, & M. Sidell (Eds.), The challenge of promoting health: Exploration and action (pp. 
209-218). Buckingham: Open University Press.  
Jefferson, G. (2004). Glossary of transcript symbols with an introduction. In G.H. Lerner (Ed.), Conversation Analysis: Studies from the First 
Generation (pp. 13-31). Amsterdam: John Benjamins. 
McKinlay, A., & McVittie, C. (2008). Social Psychology and Discourse. Oxford: Wiley-Blackwell. 
McVittie, C., Cavers, D., & Hepworth, J. (2005). Femininity, mental weakness, and difference: male students account for anorexia nervosa in 
men. Sex Roles: A Journal of Research, 53, 413-418. 
McVittie, C., & Willock, J. (2006). ‘You can’t fight windmills’: how older men do health, ill-health and masculinities. Qualitative Health 
Research, 16, 788-801. 
Oliver, M.I., Pearson, N., Coe, N., & Gunnell, D. (2005). Help-seeking behaviour in men and women with common mental health problems: 
Cross sectional study. British Journal of Psychiatry, 186, 4, Apr, 297-301.    
Patten, J., Watt, I., Lewin, R.J.P., & Standford, N. (2002). Decision making process in people with symptoms of acute myocardial infarction: 
qualitative study. British Medical Journal, 332, 1006-1017. 
Potter, J. (2004). Discourse analysis as a way of analysing naturally occurring talk. In D. Silverman (Ed.), Qualitative Research: Theory, Method 
and Practice (pp. 200-221). London: Sage. 
Sacks, H. (1992). Lectures on Conversation. Oxford: Blackwell.  
